The more desperately ill a patient is, the more needed is a top-flight specialist in internal medicine, that is, one who can use his hands at three o'clock in the morning.
LASSEN, 1965 BEFORE giving definitions of the labels which adorn my subject, it is salutary to put the whole subject of intensive patient care into perspective. This can be done by referring to Fig. 1 intensive patient care is an important but small fraction of hospital care.
Definitions
Intensive nursing care is as old as organized nursing. In relation to the adult with a severe illness it means the detailed and enlightened care of the whole patient; the appropriate rest and movement, the feeding, care of the skin and hygiene of excreta. Whether the illness is primarily 'mental' or not does not allow neglect of psychological care by the nurse. This is a theme to be expanded later, but it may be stated now that one of the most rewarding results of working in an intensive care unit is to witness and participate in the close discussion, explanation and encouragement of the individual patient.
Intensive Therapy is a convenient label to apply to the activities of a therapeutic team. It is likely that After most of the therapy will be executed by the nurse. The nurse is, and will remain, the front-line therapist in acute illness and the most important administrator of drugs, infusions, inspired gases and food. In addition, she must be conversant with physiotherapy and with the mechanical aids-for example, the respirator, artificial kidney or cardiac pacemaker. If we leave aside the minute to minute therapeutic requirements of resuscitation, then the plan for the intensive therapy of any acute illness is usually well defined; for example, acute renal failure (Merrill, 1965) and status asthmaticus (Grant, 1966) . There are invariably some common denominators which can be planned in advance; important ones are oxygen therapy, prevention or treatment of infection and metabolic care.
Essentials of intensive therapy
The five essential needs of intensive patient care are listed in Table 1 . Of fundamental importance is the first requirement, namely a high nurse-to-patient ratio of specifically trained nurses. These nurses give intensive patient care, measure and record and carry out most of the intensive therapy.
The constitution of the medical staffing was clearly summarized by Finn et al. (1960) (Jones & Peaston, 1966) (Rickham, 1962) . Following cardiothoracic surgery, the water and electrolyte needs can usually be predicted and the infusions therefore standardized (Braimbridge & Ghadiali, 1965 (Norlander et al., 1961 ).
An intensive care unit is an area within which patients receive intensive care and therapy. Such a unit may serve a single hospital (Crocket & Barr, 1965; Fairley, 1961; Finn et al., 1966) (Evans, 1957) or neonatal surgical unit (Forshall & Rickham, 1960) (Lancet, 1952) . The second type of accommodation is an adaptation of an up-to-date ward interior. Groups of beds are sited within viewing distance of a nurses' station. In addition to visual observation, the provision of transmitted speech or monitoring is easily installed. A revised psychology of patient care means that the nurse takes on new and greater responsibilities for patient care and treatment and that a team of consultants rather than an individual specialist is responsible for the overall therapeutic plan. The psychology of the nurse-doctor team may be classified as that of a primary group (Sprott, 1958) and the interpersonal relationships are described below under 'Results of intensive therapy'. (Black, 1964) .
Intensive therapy depends on a variety of treatment and the preceding papers have given detailed information on each of the four groups shown in Table 3 . A patient rendered helpless by an acute The natural history of a chronic condition is shown in Fig. 2 . The loss of function over time due to a chronic disease such as bronchitis, coronary artery disease, asthma or pyelonephritis is more rapid than that due to ageing alone. The course of the illness is interrupted by two acute episodes (A and B), the second (B) killing the patient some time before that predicted for the chronic disease (C). Let us assume that our patient had chronic bronchitis and emphysema and that the first episode required IPPV and tracheostomy (cross-hatched area). The decision to select the patient was easily reached because of the gravity of the clinical situation and because of the relatively moderate disability prior to the acute illness. Indeed, the chances of success of this method of treatment are best when applied to this situation (Munck, Kristensen & Lassen, 1961 (Holmdahl, 1962) . The patient is less likely to be de-humanized by the doctor than in other parts of the hospital. This should spur the doctor to greater efforts on behalf of the individual patient. Personally, however, I feel that although this fact is important it is not such a powerful motivator as the challenge of the disease process itself. In many intensive care situations the patient will not recover unless some advanced form of therapy is quickly commenced and carefully performed. There can, therefore, be no chance of recovery without active and sometimes continuous doctoring. The situation is similar to the surgery of trauma or the acute abdomen except that the time scale differs. Unless the team can employ or develop suitable treatment, the battle is lost. Unless it becomes clear during treatment that the condition is not amenable to the therapy available, then each patient dying in the unit represents a defeat of the team.
(d) Personal experience over 4 years has led me to conclude that intensive therapy provides a challenge to nursing. The nurse soon comes to appreciate that nursing care alone will not guarantee recovery and that she must advance her knowledge and accept greater responsibilities. The nurse must be the chief observer and therapist but cannot become so without an understanding of the significance of her observations or the basis of the therapy. This learning can only come from the medical and scientific members of the team. The learning is a continuous process, depends on direct verbal communication between doctor and nurse and involves tuition on each patient. 'Learning is also a feed-back process, and it consists essentially of seeing the effect of one's own behaviour. Unless one receives intelligible responses to, or clarifying information about, what one is trying to do, it is impossible to learn' (Revans, 1964) . Now, it has been established that the quality or quantity of the communication system may influence the efficiency of the doctor-nurse team (Hetherington, Miller & Neville, 1964 (Riding, 1966) which usually avoided the need for IPPV with oxygen and bronchial lavage. Finally, the intensive care unit enables junior hospital staff to study the principles of clinical science (Lewis, 1939) and to carry out and publish their researches. The latter is a small reward for the large demands required of them.
Organization of intensive patient care in the district hospital
The intensive care unit of a district general hospital provides a regular service to the medical and surgical units and an occasional admission from the accident, psychiatric, obstetric and other departments. The beds required for intensive therapy are about 1-2% of the total short-stay beds for internal medicine and surgery. In a hospital with a very large number of short-stay beds it may be advantageous to establish separate units for internal medicine and surgery. Although most surgical admissions to the intensive care unit come from the recovery ward, the former is not a substitute for the latter. The general intensive care unit of an existing hospital (Hall, 1966; Hothersall, 1966; Nursing Times, 1964 Saltor, 1966; Bateman, 1966 ) cannot be sited with the same advantage as a unit planned with a new hospital. There should be easy transport of patients from the casualty, admission room, accident unit, operating theatres and recovery wards; the medical and surgical beds take second priority. Intensive care is at one end of a spectrum of hospital care, the other end is self-care. A self-care unit is like a hostel or hotel and is used for patients who need long diagnostic tests or closely supervised treatment, e.g. diabetes mellitus or hypertension. A day ward is a variant of the self-care ward (Bateman, 1966) . Additional patients are transferred to self-care or intermediate care when their disabilities allow.
The nursing requirements are minimal and involve clinical observations and the giving of injections. The self-care unit appeals to me as a logical component of progressive patient care but I have no personal experiences. Progressive patient care has now been widely adopted and favourably received in hospitals in the United States. The self-care unit avoids the misuse of nursing, provides the environment suited to the recovery stage of a severe illness and (in the United States) more than halves the patient bill (Golin, 1958; Mod. Hosp., 1966) .
Administration
Intensive patient care can only be administered by a team composed of doctor-nurse-administrator. This team is required to establish intensive patient care by taking a census of the beds for a region or district, to site and design a suitable unit and then to staff and equip this unit. The intensive care unit is an additional department of the hospital and therefore requires a departmental nurse-in-charge to organize nurse duties and training.
Intensive therapy is given by a team consisting of nurse-doctor-scientist. 'The need for specialized help should compel the staffs of modern hospitals to work in teams so that expert advice is available on every facet of the illness of the individual. No single doctor can undertake everything and the more the patients are considered by able young men and their more experienced elders, the more likely are the conclusions to be valid and based on a competent assessment of all available evidence' (McMichael, 1964) . The activities of the team must be co-ordinated by a chairman. The choice of a chairman will depend on the function of the particular unit and he might therefore be a cardiologist, thoracic surgeon, neurologist or renal physician. This chairman would give guidance on the selection of patients for intensive therapy and for this he needs a detailed knowledge of the natural history of the problems to be treated.
The recovery ward is a vital part of intensive therapy of the surgical patient. The observations and therapy in the recovery ward are made by the team nurse-surgeon-anaesthetist. Since most of the problems are respiratory it is logical that the anaesthetist should be chairman of therapy (Saklad, 1960) .
